Background and Objectives: Older adults seeking emergency department (ED) care often have multiple, complex chronic conditions. We sought to understand factors that influence ED care-seeking by older adults and present a theoretical framework illustrating this process. Research Design and Methods: In this grounded theory study, we interviewed 40 older adults with chronic illness within 90 days of an ED visit to explore their decision-making about seeking ED care. We also interviewed 10 primary care and ED physicians to explore conditions that influence ED referrals. Interview transcripts were analyzed using constant comparison and dimensional analysis. Results: ED care-seeking among older adults is complex and influenced by multiple internal and external conditions including symptom type, severity, and onset; previous experience with and meaning of similar symptoms; limited access to prompt primary care; social and financial concerns; and deciding if symptoms warranted immediate attention. When contacting their primary care providers (PCPs), patients were often referred to the ED. Discussion and Implications: Older adults seeking ED care make rational and appropriate choices which are often predicated by referrals from their PCPs. Expecting patients to have the requisite knowledge to determine if symptoms require emergency care is unrealistic. ED visits are often the best strategy for patients to receive appropriate care. A healthcare system that provides better continuity between PCPs and the ED, better access to PCPs for urgent care, and timely follow-up care that takes into account the multiple and complex medical and social needs of older community-living adults is needed.
beneficiaries now originate from the ED (Morganti et al., 2013) .
Potentially preventable treat-and-release ED visits are also on the rise, increasing by about 11% between 2008 and 2012 (Fingar, Barrett, Elizhauser, Stocks, & Steiner, 2015) . Although EDs only account for between 2% and 10% of healthcare expenditures (Lee, Schuur, & Zink, 2013) , Medicare pays for most ED visits that result in same-hospital admission (Weiss, Wier, Stocks, & Blanchard, 2014) . Medicare and other payers are concerned about paying for avoidable ED visits. Policy makers and health system managers have long argued that ED visits often represent waste and inefficiency in the healthcare delivery system and have attempted to limit ED use in favor of more longitudinal, coordinated care. Efforts to reduce ED use for potentially avoidable conditions have focused on trying to dissuade patients by limiting payment for visits or charging upfront fees for nonurgent conditions (Galewitz, 2012) , increasing co-payments, and steering patients away from the ED to urgent care or primary care provider (PCP) offices.
The ED acts as a safety net for older adults with chronic illness by providing immediate access to comprehensive care during a health-related crisis. Policies that do not address why older patients seek ED care regardless of the urgency of their conditions and that do not align with patients' perspectives and priorities are unlikely to be successful. (Bodenheimer, 2008; Garcia, Bernstein, & Bush, 2010; Niska, Bhuiya, & Xu, 2010) . In this article, we explain ED care-seeking from the perspectives of older adults. We also provide perspectives of primary care and emergency physicians. The aim of this study is to better understand how and why older adults use the ED and how providers and policy makers can improve care delivery to avoid unnecessary ED visits.
Research Design and Methods
This grounded theory study was part of a large randomized controlled trial (RCT) with ED patients and builds on findings from a previous pilot study (Schumacher et al., in press ). This study was approved by the institutional review boards at all sites.
Study Population and Setting
Data were collected between July 2014 and January 2016 at two Level 1 EDs in the Southeastern United States. Site 1 was a large academic medical center in a mid-sized city. Site 2 was a large urban medical center serving a large percentage of low income and minority patients.
The study population was comprised of Medicare feefor-service beneficiaries with chronic medical illnesses scheduled for ED discharge, hospital observation prior to ED discharge, or were frequent ED visitors (≥3 annual visits/ year). Patients were eligible for study enrollment if they resided within the geographical area defined by specific zip codes (to enable home visits), had a working telephone, and had one or more chronic medical condition reported in the electronic health record. Patients were excluded if they had a current diagnosis of psychosis, were undergoing active cancer treatment, had dementia without a livein caregiver, or were on hospice care or living in a skilled nursing facility.
Patients meeting inclusion criteria were asked to participate by a trained research associate. After obtaining informed consent, participants were randomly assigned to an ED-to-Home Intervention or Usual Care groups at each study site.
Data Collection
For this study, 40 participants (20 from each site) were purposively selected from the total sample (N = 1,322) to participate in in-depth interviews. The mean time from ED visit to interview was 56 days. Initially, patient participants were purposively selected to include a range of ages, sex, site, ethnicity, and control and intervention group. As data from initial interviews were analyzed, theoretical sampling was employed to choose participants based on preliminary themes identified in the interviews. For example, we found that social complexity was contextually important in ED care-seeking, so we recruited participants who were more and less socially complex, such as those with adequate resources and those with limited resources. Interview questions also evolved based on the ongoing data analysis. For example, once we identified that fear and anxiety influenced ED care-seeking, we added questions about how participants felt as they made the decision to seek ED care. For sample questions see Table 1 .
We also interviewed a sample of primary care physicians (three at each of the two sites) and four emergency physicians (two at each of the two sites). The physicians were purposively selected because they routinely provide care for older, chronically ill patients. See Table 2 for a sample of provider interview questions.
Four members of the research team, trained in qualitative interview techniques, conducted interviews in patients' homes. Providers were interviewed in a mutually agreed upon location. Interviews were approximately 60-90 min, audio-recorded, and transcribed verbatim by a professional transcriptionist.
Data Analysis
Data were analyzed by members of the multi-disciplinary research team, including PhD-prepared nursing, health services, and social work researchers; an emergency medicine physician; and a graduate student in psychology, using the techniques described by Charmaz (2006) and A. L. Strauss (1987) . The interview transcripts were uploaded into NVivo 11.0, a qualitative data management software program (QSR International, 2012), to aid in data organization and coding. Data were coded using dimensional and comparative analysis (Bowers, 2009; Schatzman, 1991; A. L. Strauss, 1987) . Initially, interview transcripts were coded line-byline using open coding to identify participants' perceptions of their ED experiences and care-seeking decisions. Then comparisons were made within and across patient and provider interviews about conditions that influenced ED care-seeking and use. Identified dimensions were verified with other study participants to substantiate their relevance to the developing framework. As relevant concepts were identified, coding became more focused on the care-seeking process and conditions that influenced it (Charmaz, 2006) .
The team met regularly to discuss the ongoing analysis, creating an audit trail documenting findings and tracking methodological and substantive data interpretation (A. Strauss & Corbin, 1998; A. L. Strauss, 1987) . Based on the two levels of coding (open and focused), conceptual categories were identified and verified in the data, and a theoretical model was developed. Several iterations of the framework were developed through progressive Figure 1 . Patient participant demographics are included in Table 3 . Provider participants included six primary care physicians and four emergency physicians.
Results
ED care-seeking is complex and often involves consideration of multiple factors. The patients we interviewed described a process of experiencing symptoms, considering other influencing conditions, and then choosing whether to immediately seek care or waiting to see if symptoms resolved or improved. For example, one participant said, "I had a real bad abdominal pain, and it ended up being from blood clot" (1-25). In contrast, other participants articulated symptoms, such as pain, that lingered for a few days, "I couldn't get comfortable", so after two nights of pain, "I went to the [Hospital]" (1-5). Participants described evaluating their symptoms over time or even seeking some relief from over-the-counter or "as needed" medications. Only when symptoms did not resolve or worsened over a few days did they seek care. Once patients chose to seek care, they either went directly to the hospital or attempted to contact their PCP (or in some cases, specialist) for advice. If they were able to talk with someone in the PCP's office, they were often advised to visit the ED. Those who went directly to the ED did so because they thought their symptoms required emergent care or believed they would not be able to get a prompt appointment with their PCP.
Providers described several factors they considered when deciding whether to see a patient who contacted them with an acute/urgent need. We have illustrated this process in Figure 1 and describe it in the following paragraphs.
Experiencing Symptoms
Patient participants described seeking ED care as a process that began with experiencing symptoms. When participants first noticed symptoms, they considered the type and severity of symptoms. Symptoms ranged from vague (mild headache) to severe (shortness of breath, pain, or bleeding). Patients considered whether symptoms indicated serious or life-threatening conditions. Symptom onset was also considered. For example, sudden onset of bleeding or severe pain were perceived as serious or life-threatening, as described here: "I was standing there talking to the clerk, and all of a sudden something very painful hurt in my left arm, and I couldn't move my left arm at first" (1-05). In these situations, participants took immediate action. They usually sought emergency care by calling 911, having a family member transport them, or in some cases, driving themselves to the ED.
When symptoms were not considered serious or severe, or the onset was gradual, participants often waited for symptom resolution or progression. For example, one participant initially thought her problem was due to sensitive teeth despite a "radiating" headache (1-27). Another participant mentioned blacking out and falling during the night but going back to bed since "I had never hurt myself" from falls in the past. It was only when he "noticed a lot of swelling in my feet. . . or knee area" (1-42) that he decided to call a family member who then took him to the hospital. In these cases, participants usually had someone drive them or drove themselves to the ED rather than calling 911.
Patients considered the timing of symptom onset. If symptoms occurred during the day, patients might call their PCP if they thought timely access was possible. If symptoms occurred at night or on the weekend, participants weighed their options, considering whether symptoms were serious enough to immediately seek ED care or if they could wait to determine symptom progression. If symptoms persisted or worsened, then patients usually tried to reach the PCP or sought ED care. For example, a participant said, "I had chest pain about a week or two and I thought it was gas. And I've had it treated, and it would never go away, so I ended up in the emergency room" (2S-29).
Influencing Conditions
In addition to considering symptoms, patients described internal and external conditions that influenced their ED care-seeking.
Internal Conditions
Prior experiences with similar symptoms and what those symptoms indicated was one important condition. For example, one woman said, "I thought I was having a stroke or . . . a heart attack." She had similar pain previously but not severe enough to immobilize her arm. "That's when I called rescue" (2-75).
Patients' knowledge and perceived meaning of symptoms and how symptoms affected overall health were also considered. The level of fear, anxiety, or worry caused by symptoms was an important condition in the decisionmaking process. One woman who complained of blood in her stool said she called the paramedics because, "It scared me" (1-25). Another participant explained that "it's not the first time" she felt "excruciating pain in my abdomen." She stated, "If it's a pain that scares me, then I'm gonna, take measures to help it"(1S-65), by seeking ED care.
External Conditions
External conditions that patients considered included advice from family, friends, or community members, as well as perceptions of services at the ED, transportation availability and accessibility, and financial and insurance implications. One key external condition was patients' perceptions of the accessibility and role of their PCP. If patients believed they could not obtain a prompt PCP appointment, needed specialty care, or required services that were not available from the PCP, they often bypassed the PCP and directly sought ED care.
Advice from family, friends, or community members was also important. Several participants described waiting a short time for symptoms to improve before mentioning concerns to family members or friends. If these "trusted" sources recommended seeking emergency care, participants were more likely visit the ED. One woman's son wanted her to go the hospital, but they called "a fantastic nurse up the lane" to get a second opinion. When the nurse suggested, "No, your mother, at her age. . . she should be in the hospital," (1-321) she agreed to go.
Many participants perceived the ED as a safety net providing immediate and comprehensive services. One man shared, "You know, I felt that if it was anything like an emergency, they would take care of me" (2-49). Other patients described the ED as "faster" and more comprehensive, "I won't have to worry about going to a different place to get an X-ray in a couple of days" (1S-182). Another advantage of the ED was that specialists were readily available, thus, fewer follow-up visits were required. Essentially, the ED was a "one-stop shop" (1S-182).
Other important external conditions impacting ED careseeking included transportation availability and accessibility, financial implications (including insurance coverage), and home responsibilities that could not be left unattended, such as caring for a dependent or pet. For example, one woman said she went to the local hospital for care instead of the VA because her insurance covered hospital care while the VA did not. She said, "So, logically, why should I go the VA and pay them $1,400 when I can go to [the local hospital] and Medicare will pay it?" She stated her insurance at the VA required her to pay a co-pay every time she saw her doctor while she could go to the local hospital to see the same doctor and not "have to pay a penny for that" (1-5).
Determining a Course of Action
When considering symptoms and thinking through internal and external conditions, participants sometimes chose not to seek immediate care but rather, engage in watchful waiting. Watchful waiting is a term most often used when determining treatment options for men diagnosed with prostate cancer. It is an approach to a medical problem where patients wait to determine if their symptoms improve or worsen before seeking treatment. In this study, watchful waiting is the period of time that participants monitored their symptoms to determine their severity and whether they needed medical intervention. During this period, participants might consider taking a medication for pain or an antacid for indigestion, or waiting until morning to assess symptom progression. One participant explained, "If I can swallow a pill and a half, I don't have to go in. I could rest." Only "if it doesn't get any better" (1-25) would she decide to visit the ED. Patients continued to monitor symptoms to assess progression that indicated the need for immediate action. One participant explained she periodically experiences heart fluttering and only visits the ED when it fluttered "more than it usually does" (1S-130).
If patients perceived that symptoms were severe or warranted immediate attention, they had two options. One was to seek ED care; the other was to try to contact their PCP's office. For example, one woman said, "I knew I didn't need to call [my PCP]. I needed to go to the emergency room. That's how bad I was hurting . . . This pain was too much and I knew right then it was, because I'd had them before" (2-181). This example illustrates that some study participants believed they knew their bodies well and knew where they needed to go for appropriate care.
Attempting to Connect With the PCP
Many participants shared challenges with accessing their PCPs. One important obstacle was speaking to someone in the PCP's office who could make recommendations about care rather than leaving a message:
After you hold, you can't speak to the doctor right then. They'll [ask you to] leave a message. Or you might have to speak to the nurse. The nurse will have to get back with you. … Then you leave a message for the nurse. And then the nurse has to call you back [and they] may not call you back for another three or four hours. Obtaining a prompt appointment was another obstacle. When asked what would occur if she called her PCP with an immediate need, one participant responded, "I'd have to make an appointment, and it would take, like, two weeks . . ." (1S-65). Participants described a range from same day to a few weeks or more to obtain a PCP appointment. When faced with an immediate concern, participants "can't wait a day," (1S-65) let alone a few days to a few weeks, to get an appointment to address their concerns. Other participants indicated when their healthcare crisis occurred at night or on weekends, providers' offices were closed and they were told by their PCPs "If you get sick on a weekend go to the emergency room" (1S-27). One man stated, "I would've called my primary care first and asked him what I should do" (2-172) if symptoms occurred on a Monday morning instead of a weekend, but his PCP did not have a 24-h line to call. The voicemail at the office states that if the patient is calling about an emergency after hours, they should hang up and call 911, leaving patients to decide if symptoms were emergent. The lack of prompt access to care from PCPs meant patients had to seek care in the ED.
Other participants indicated that if they contacted their providers' offices with an acute situation, office staff or their providers encouraged them to visit the ED. When one participant called his PCP with chest pain, the doctor recommended an ED visit because with pain like that "you don't take that kind of chance" (2S-29). Similarly, another patient with abdominal pain stated his PCP also encouraged him to go directly to the ED (2-201). In another example, a participant called his PCP's office and was referred to the ED "to check that out" (2S-191). One participant even stopped by his PCP's office during office hours and his physician told him to go to the ER. One participant summarized it this way:
Because when you pick up the phone and call and say, "I"m sick, very sick. I think I need to be seen today,' and the voice that comes back and says, "If you"re so ill, you may need to call-go to the ER [sic] .' So, I think all primary care doctors anymore, that's it. If you are very sick, don't stop at my office. Go to the ER [sic] . While the majority of the participants expressed frustration at the inability to promptly see their PCPs, a few shared that they enjoyed ready access. One patient said, "Well, I have had an emergency before and [my PCP] saw me the next day" (1-176). Another participant indicated her PCP would give her a same-day appointment (1S-358). One patient stated she was scolded by her PCP for seeking ED care and was told by the PCP to call his office because he would see the patient "right away" (1-42). A few patients mentioned they had the PCP's cell phone numbers because the doctors wanted them to call with questions or concerns before visiting the ED (1-42, 2S-191) .
Interviews with the 10 primary care and ED physicians confirmed patient experiences when interacting with their PCPs in dealing with urgent or emergent conditions. An emergency physician speculated that:
The problem is that number one, their providers may not necessarily have an appointment to see them in a responsible period of time, which is why they come to see me. Or number two, they don't know whether or not their provider will have time to see them once they get discharged. So, while they have relationships with their providers, they don't necessarily have as much access to them as they would like.(1-1ED)
The ED provider also commented about repeat ED patients, highlighting the difficulty some patients have accessing primary care:
We see patients frequently in the ED, where we have tried to arrange follow-up for them to another specialist, or even a primary care physician, as an outpatient plan. And the patient returns, telling us that they couldn't get appointment for several months. (1-1ED) Another ED physician noted that patients go to the ED because: "They consider it to be a crisis, or a question, and they don't necessarily think that their primary care providers are going to be able to provide them with a resolution or with a solution" (2-1ED).
Primary care physicians noted that scheduling same-day appointments is often difficult because their schedules are packed. However, some practices are working with different kinds of solutions to accommodate same-day patients. For example, ". . . we have decided to schedule up to nine leaving the tenth appointment available for walk-ins." (1-1PCP)
Patients often seek care in the ED after a telephone conversation with a receptionist, nurse, or physician at the PCP office. Receptionists are likely to tell patients that if the condition is emergent, they should visit the ED. Nurses and physicians may attempt to gauge the severity of symptoms before providing advice, as described by this PCP:
Our nurses get on the phone with a patient, they try to do some preliminary triage questions. If there is concern based on that information, they're directed to the ED. If it's on the fence, we invite them-we try to get them in, but the clinic generally doesn't have the capacity because of the way it's structured…we're already booked. In addition to symptom severity, providers also considered the presence of other co-morbidities and how well they knew the patient when referring to the ED.
We've had patients who have chest pain all the time, and we know that. And so we would be more likely to bring them to clinic. But if it's a patient we don't know very well or who is medically complex and at risk and they call with chest pain or some concerning symptom, we would refer them to the ED. Patient participants noted that if symptoms did not resolve after going to the ED, then multiple ED visits may be necessary. One woman explained that they sent her husband home with a "high temp, not eating, coughing, sneezing everywhere, [and] not getting better" (1S-121). He felt poorly enough that she convinced him to go back to the ED. Another man said that the injection and pain medication he received when he visited his provider's office was not enough to resolve his symptoms. Consequently, "two days later. . . I went back to the orthopedic center because I started having nausea . . . and I was actually vomiting bile." He vomited again at the orthopedic clinic and explained, "they got real nervous, called an ambulance, [and] rushed me to the emergency room" . A third man related that the ED provided medication for the pain in his knee. However, problems occurred due to the levels of the medication. "I was blacking out with that stuff" and "I was there, gasping for breath and blacking out." The staff in the ED even said, "Oh, he was here last week" (1-42). He visited the ED a few times over several weeks before his symptoms improved.
Context: Social and Medical Complexity
ED care-seeking was also influenced by social and medical complexity of participants' lives such as living situations, level of family and social support, transportation, financial resources, co-morbidities, stability of medical conditions, treatment complexity, understanding of health conditions, healthcare needs, and perceived roles of PCPs and the ED. These all contributed to patients' management of their health crises (Table 4) .
Many patients lived alone and wanted to maintain independent living as long as possible, while recognizing they may not be able to summon help during a crisis. "Well, in this case, if I fell in my house, nobody would know and I'm worrying about that, [but] I don't want to be put out of this house to go somewhere else" (2-79). They often found themselves balancing safety concerns with the desire to remain independent.
Social support was also important. Family members often provided transportation to the ED or medical appointments, assisted with shopping, laundry, cooking, and cleaning, and helped participants manage healthcare, including providing care after ED discharge. Some participants mentioned specific family members like a granddaughter visiting (1-476) or a niece with a nursing degree (1-121). Others mentioned living in supportive communities or having neighbors willing to help. One woman described a neighbor and fiancé who helped with transportation to appointments and asked about medications (1S-130). Another patient said that because he could not answer his sister's phone call, she summoned help when he suffered a fall (2S-49).
Others described feelings of isolation and loneliness which may fuel anxiety and fear when patients face symptoms alone or in the middle of the night without anyone to call for help. One man indicated he had "nobody" to call. "I know [my neighbor's] name but. . . I'm not going to bother them …" I don't have nobody to talk to." His isolation was so keen that he said, "I feel like I'm almost like in a prison here" (2-201).
The physicians we interviewed recognized the importance of social support and its relationship to ED use. In response to a question about the kinds of patients who are likely to visit the ED, one physician noted:
If they don't have family support something either minor or major may occur and when that happens then if they don't have that family support they need, somebody to check them to make sure everything's okay, they tend to be a little bit more anxious. And, so when they don't have that family support-especially if they're living alone those are the ones that are using the emergency room and possibly getting admitted more frequently. Another factor that influenced ED care-seeking was transportation availability. While some patients were able to drive, others had family members or friends who transported them to appointments. This was important because a few patients had to call 911 for transportation to the ED because they did not have a vehicle or had a medical condition that prevented driving.
Financial resources were also of concern to many patient participants. For some, the ED visit was less expensive than visiting the PCP. For others, the ED was the choice of last resort because of the costs. This often hinged on the type of insurance coverage they had. Balancing living expenses for food, rent, utilities, and other necessities with the costs of medications, co-pays, and other healthcare costs were also worrisome. For example, one participant said, "Let's put it this way. I'm two months behind on my electricity.
They're gonna cut it off" (2-73). Some patients described having to make decisions between buying food or filling prescriptions, or refusing a medical procedure because they could not afford the co-pay. Poor adherence to medication and dietary regimens could lead to exacerbations in chronic illness and the subsequent need for emergency care. Patients' perceptions of the PCP role versus the ED in managing health concerns influenced care-seeking decisions. Some participants viewed their PCP as a resource for healthcare maintenance and refilling prescriptions. One woman explained that she visited the PCP's office for management of her high blood pressure and diabetes (1-176). Similarly, another woman said she saw her PCP for "just routine" healthcare (1S-27). This participant stated he used his PCP for "My high blood pressure and common cold and stuff like that … and he keeps my prescriptions filled for my high blood pressure medicine and the blood thinner and cholesterol" (2S-50). As these quotes indicate, some participants viewed their PCPs as providers of "routine care" rather than a resource for their acute or urgent needs.
Providers we interviewed indicated that certain populations have a high likelihood of visiting the ED including those with limited financial resources, multiple chronic conditions including substance abuse and poor mental health, and those with low health literacy. Living alone and inadequate social support were cited by all providers as key determinants of ED use.
Summary of the Model
The choice to seek care in the ED is complex and often involves consideration of multiple factors. As shown in Figure 1 , patients we interviewed described a process of experiencing symptoms, considering influencing conditions, and choosing a course of action. If participants determined immediate attention was needed, they sought care in the ED or attempted to contact their PCP. In some cases they were not able to reach the PCP and in others they were referred to the ED for treatment.
Providers identified conditions that influenced their decisions to recommend patients immediately seek ED care and those that were associated with scheduling appointments for patients with an acute or urgent concern. Once patients were seen in the ED, they were usually instructed to seek follow-up care with their PCP. In some cases, they were able to obtain an appointment within a week or two of the ED visit. In other cases, patients had to wait several weeks and up to a few months for a follow-up appointment. Social and medical complexity of the participants' lives also influenced care-seeking and included (a) living situation (e.g., Did they live alone or with family? Was their housing secure and safe?), (b) social support (e.g., Did they have family and friends who provided assistance or were they isolated?), (c) transportation options (Was suitable transportation available and accessible?), (d) financial resources (Could they afford the medications, food, rent, and utilities?), (e) multiple co-morbidities and complex medical regimens, and (f) level of health literacy especially related to roles of their PCP and the ED.
Discussion and Implications
The findings in this study augment the emerging research literature that conceptualizes reasons for ED care-seeking (Kangovi et al., 2013; Pines et al., 2016; Rising, Hudgins, Reigle, Hollander, & Carr, 2016; Uscher-Pines, Pines, Kellermann, Gillen, & Mehrotra, 2013) . Similar to other studies, our findings note the role of both internal (symptoms, prior experiences, anxiety, fear) and external conditions (advice from family, perceptions of their PCP and of the ED, transportation) that influence ED careseeking. Providers also identified the complexity of older patients with chronic illness and safety concerns as reasons for referring patients to the ED. Similar to the findings of Cadogan, Phillips, and Ziminski et al. (2016) on ED care transitions, physicians we interviewed identified gaps in care continuity across providers (i.e., "system fractures", p. 6), provider knowledge about the patient, and lack of community-based services as factors that directly impacted the quality of care. Our findings build on and extend recent work by providing patient and physician perspectives that highlight additional barriers and difficulties that affect not only ED-to-home care transitions, but care-seeking in the ED when symptoms occur. In particular, challenges associated with obtaining a prompt PCP appointment often led patients to seek care in the ED. Additionally, our framework recognizes the complexity associated with care-seeking and emphasizes the iterative nature of the process (Uscher- Pines et al., 2013) .
Our findings and those from the work of our colleagues lead us to conclude that seeking care in the ED is a rational choice based on patients' knowledge and beliefs about their health conditions and the systemic unavailability of primary care services when patients need them most. Patients are expected to have the expertise and knowledge to assess their symptoms and determine if they are emergent or can be managed in the primary care system. Moreover, when they call their PCPs, patients are often "funneled" to the ED because the PCP does not have the capacity to see them or is unable to make a determination at a distance about symptom severity. The fact that patients cannot readily connect with primary care services may be one contributing factor towards the cycle of crisis care where patients return to the ED or hospital within a short period of time because of an unresolved complaint (McCusker, Cardin, Bellavance, & Belzile, 2000) .
Efforts to reduce ED visits, especially for older adults, should not focus on penalizing patients for using the ED for nonurgent conditions. Indeed, cost-sharing efforts to reduce ED visits can have unintended consequences like deterring patients who actually need emergency care or forcing them to choose between food and medical care. Instead, policymakers and health administrators must implement a multi-faceted approach throughout the continuum of the care-seeking process. For example, patient and family education activities could focus on preventing disease exacerbation and on identifying when symptoms warrant urgent attention. However, we do not recommend that this be the only focus since it is apparent that patients may not be able to access primary care even if they wanted to. Instead health systems administrators need to evaluate the access points of the healthcare system and consider options that include quick access (nonurgent and urgent) specific to older populations. Strategies could include ready access to walk-in clinics, supporting nursemanaged telephone triage care and case management, improving diagnostic capability of PCPs through interconnected medical records, or co-locating primary care clinics within EDs.
Improving the responsiveness of primary care delivery systems for chronic disease management is a goal of Wagner's Chronic Care Model, which includes elements related to the health system and delivery redesign, decision support, support for self-management, and linkages to community resources (Improving Chronic Illness Care, 2017). Improving care for older adults with chronic conditions has also been identified as an international issue. However, a report by the University of Birmingham and the National Health Service (NHS) Institute for Innovation and Improvement examined chronic disease management models in the UK, Europe, North America, New Zealand, Australia, and Asia and indicated that there is limited evidence to support the "impact of any model" (2006, p. 31) . The report suggests that we need to move from a "one size fits all" model to community-based care that is adaptable and flexible to meet individual needs (2006) .
Other studies have found that identifying at-risk older adults at ED admission and implementing comprehensive geriatric assessments with linkages to community-based resources can reduce return ED visits in older populations (Mion, Palmer, Anetzberger, & Meldon, 2001) . In a systematic review, McCusker and Verdon (2006) found that the most effective strategy to reduce ED use among older patients was providing community-based services that included geriatric assessment and case management. These strategies hold promise for reducing the cycle of ED use by older adults and improving long-term outcomes (Butcher, 2013; DeVries, Li, & Oza, 2013; North Carolina Academy of Family Physicians, 2014; Thomas, 2014; Weinick, Burns, & Mehrotra, 2010) .
A key to effective implementation of these and other promising strategies is to identify contextual conditions, (such as lack of social support and isolation, adequacy of housing, transportation, insurance coverage, and financial resources), that likely put older community-living patients at high risk for poor outcomes and multiple ED visits.
Limitations
This study was conducted at two EDs in the southeastern United States. Studies need to be conducted in other EDs across the United States to determine if the findings are transferable. The framework is based on the experiences of 40 participants who sought ED care and 10 physicians divided between the two sites. Our participants were chronically ill, older adults and their experiences may not reflect healthcare-seeking of other populations, including those of similar age and experience who do not seek ED care. Further, our participants ranged in age from 65 to 95, representing a heterogeneous group of older adults. It is possible that adults who are very old (80-95) have different care-seeking experiences compared to those who are younger. However, we presented the model to our stakeholders, including former ED patients and caregivers, and care providers and they verified that the model represents their experiences. Regardless of these limitations, our framework provides a starting place for understanding how patients interact with the healthcare delivery system and in the development of patient-centered approaches to ensuring that they have adequate access to appropriate healthcare.
Conclusion
Older adults' decisions to seek ED care are complex and influenced by multiple internal and external conditions. However, key findings from this and other studies suggest that type, severity, and onset of symptoms, patients' previous experience with similar symptoms and their meaning, limited access to prompt primary care, and social and financial resources can all impact ED care-seeking. Furthermore, expecting patients to have the requisite knowledge to determine if symptoms require emergency care is unrealistic, given that their PCPs often default to sending them to the ED. An emergency visit is often the best strategy for patients to receive immediate and comprehensive care for concerning symptoms. This study highlights the need for a healthcare system that provides better continuity between PCPs and the ED, better access to PCPs for urgent care, and the need for timely follow-up care that takes into account the multiple and complex medical and social needs of older community-living adults. In addition to helping patients better understand their health conditions, we need a system (and related policies) that address the underlying needs of older adults seeking care.
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